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APD LC v1.00ES
DA FORM 7729, XXX 2015
For use of this form, see AR 608-75; the proponent agency is ACSIM.
EXCEPTIONAL FAMILY MEMBER PROGRAM (EFMP)
FULL MULTIDISCIPLINARY INCLUSION ACTION TEAM OR INCLUSION ACTION TEAM CARE PLAN
(Last revised: 04-09-2015)
(copy to be kept in child/youth's care module)
Date of Birth (YYYYMMDD)
Child's Name (First, Middle, Last)
Date of Meeting (YYYMMDD)
Special Need/Medical Diagnosis
Date of Annual Review (YYYMMDD)
Approved for the following CYS Services Program:
Full Day
Part Day
Hourly
I acknowledge this is the plan to which the team agreed.
SIGNATURES
Name of EFMP Manager/Designee, Chair SNAP Team
Signature of EFMP Manager/Designee, Chair SNAP Team
Date (YYYYMMDD)
Name of Child/Youth Services Coordinator/Designee
Signature of Child/Youth Services Coordinator/Designee
Date (YYYYMMDD)
Name of of Army Public Health Nurse
Signature of Army Public Health Nurse
Date (YYYYMMDD)
Name of Parent
Date (YYYYMMDD)
Signature of Parent
All CYS Services programs
CDC
FCC
SAC
Middle School/Teen
Sports
SKIES/Instructional classes
Other:
RECOMMENDATION
Medications: (only list medications to be administered while child is at the CYS Services program site)
Adaptations (any activity restrictions, adaptive equipment, etc):
Training Required for CYS Services Staff/FCC Provider (detail type of training, who will provide the training and projected timeline):
Copy of IEP goals/interventions
Document Review (check all that apply):
Copy of IFSP goals/interventions
Copy of 504 goals/interventions
Copy of Behavioral Assessment/Plan
Copy of Special Diet Statement
Copy of MAP Type:
Other:
MAY ONLY BE RECOMMENDED IF CHILD/YOUTH'S CARE REQUIRES SUBSTANTIALLY INDIVIDUALIZED CARE WHICH CAN ONLY BE ACCOMMODATED VIA A REDUCTION OF ONE CHILD CARE SPACE
FCC Provider Special Needs Care Support Incentive:
Recommended
Not warranted
PROOF
Unable to accommodate
1.00
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